Economic and Ethical Considerations by Professor Henry Miller MD FRCP (The Medical School, Newcastle upon Tyne)
First I would like to make one or two general points. The doctor, of course, is bound to be concerned about the cost in money and resources of some of the measures we have heard about this morning, and he is more directly and intimately concerned with the problem than other responsible citizens because he is more closely involved in the decision as to when and where such treatments should be applied.
The late Lord Brain referred to 'the accelerating pace of acceleration' in connexion with the technological advance of medicine. Whether we like it or not medicine will continue to develop, and these demands are certain to increase. The doctor is unlikely to share the view implicit in some politicians' suggestions that his impertinent interference with the course of nature is mainly important for its nuisance value to the administrator and the accountant. He is equally unlikely to share the naive delusion of politicians of the other persuasion that the provision of a health service is likely to make people healthier: there are few indeed of the contemporary plagues about which we really know enough to take effective preventive action. More than once the alarming increase in the cost of highly technical medical procedures has led to the suggestion that there should be a moratorium of some kind on research, and a pause for the more intensive application of what we already know. This is an attractive concept to the administrator, but I believe that the doctor should energetically resist such a counsel of despair, and that he should continue to develop his techniques regardless of their cost or complexity; if they are effective they can and will be simplified and cheapened. The history of the manufacture of penicillin indicates an over-developed national eagerness to accept the difficult as impossible. This is a tendency that needs discouragement rather than support.
If we look back at the history of medicine, the introduction of general anaesthesia, now practised in every village, was in its time as alarming and outrageous a development as renal dialysis or organ transplantation. The builders of the first hospital surely regarded their project as doubtfully viable. There is a tendency to feel that because, like the whole of contemporary life, medicine has become more complex and technical, the problems it raises have become qualit-atively as well as quantitatively different. I do not believe this to be so. We are facing decisions that are alarming to us, but no more daunting than those that confronted the Victorians, wrestling with the apparently insurmountable but now vanquished incubus of bacterial infections.
But more than this: Not only must the doctor pursue methods such as those of which we have heard this morning, but he must also keep the public informed as to what he is about. This may not always be easy, but at a time when the profession is continually asking for more resources on behalf of its patients it is his professional duty. Our politicians tell us that the present disposition of national resources expresses the will of the people through their elected representatives. In theory this is true, in practice not. Even in preelection periods such basic issues of priority are hardly ever seriously put before the electorate. They remain buried beneath the thick dressing of hollow promises and mutual accusations of incompetence that enlivens the democratic process at such times. Perhaps such issues hardly can be put before the people in general, since even to answer a questionnaire on how national resources should be disposed would demand a period of initial teaching and indoctrination that could hardly avoid bias, and would both exhaust the questioner and confuse the respondent. The simple fact is that if we elect politicians who prefer submarines to hospitals we will get submarines. It is as simple as that. Since these issues are never clearly stated to the public it is important that doctors should make sure that they are ventilated.
A second point of general nature which I would make is that there must be very few doctors who have not from time to time felt uneasiness, if not revulsion, at the spectacle of some stuporous ancient in hospital being maintained in a state of suspended animation by all the sophisticated paraphernalia of modern resuscitation. It is easy to say that such patients would be better dead, and that if we ourselves were in that unhappy position we would ask the doctoror would already have asked the doctorto allow us to succumb without interference.
It is easy to have the same feeling about the hopeless psychopath or the imbecile. To dispose of such unfortunates out of hand would be entirely reasonable in a society that was biological and nothing more. But this is a political and not a biological society. Once we accept that it is not our duty to try and keep all our patients alive, the principleor lack of ithas an unfortunate habit of proving almost indefinitely extensible, not only to patients but to other members of society.
History shows the ease with which it can be extended to one's political opponents or those of a different colour or religious persuasion. As a fervent atheist I have always been especially anxious on this score, because of the history of persecution that those of my faith have suffered over the centuries at the hands of organized religion. The principle must not be conceded. Somebody asked earlier to-day 'What use are such people?' -to which the only appropriate reply is surely 'What use is a baby ?'.
The first subject this morning was haemodialysis, an issue that has surely been decided, and rightly, by public pressure. If it is possible to keep the mother of a young family alive and in reasonable health by spending £1,000 or £2,000 a year, society already insists that this should be done, and that this form of treatment must be made available as widely and quickly as possible until it can be replaced by something better. It will probably cost between twenty and thirty million pounds a year to do this for all patients with chronic renal failure: this is less than we are already reconciled to spending on the mentally subnormal. It amounts to little more than twopence a week for each of us, contrasted with nearly one pound a week that each of us in this room is subscribing to so-called national defence. The value of the artificial kidney may be limited, but it is at any rate clearly evident.
In the meantime the difficult and gruesome burden of deciding who is to be saved and who is to be regarded as expendable will continue to be bome by the doctor. This is unfair and onerous but inescapable, and committees, whether they are to decide who is to survive renal failure or who is to have pregnancy terminated, are no substitute for a physician's decision. A committee may reasonably decide whether or not a research project should continue, but a decision concerning a patient is an individual decision and depends on variables that cannot be enumerated beforehand. Indeed some would be difficult to put down on paper. In the last resort they include of course a realistic appreciation of what is available today and in a particular institution. Professor Woodruff's entirely different approach was intriguing and characteristic. A typical physician, Dr Kerr 'sold dialysis short'. A typical surgeon, Professor Woodruff implied that anyone not fortunate enough either to receive a kidney transplant or to be a donor was really missing a significant experience, and he was much less concerned about the ethical than the socioeconomic problems involved. But organ transplantation in Britain is really held back by the fact that our professorial surgical units are run on a shoestring, and that the surgeons working in them are too busily occupied with routine operations to break new ground in experimental surgery. If our professorial units were even half the size of those in the United States we could make progress. Professor Woodruff is one of a handful of British surgeons who are able to devote a realistic amount of time and effort to the development of new methods. One of the socioeconomic tragedies of present British medicine is that while we have considerable expertise in many directions we lack the will to create the environment in which it can flourish. The chimpanzee may rescue the transplanter from the kidney famine, but he will still need many man-hours of expert surgical assistance that are hard to come by under present conditions. With regard to intensive care, one great and immediate difficulty is that its proponents seem to regard it as insusceptible to controlled trial, though today such validation is generally regarded as virtually imperative in the establishment of any new form of therapy. Indeed my colleague, Professor Martin Roth, has ironically suggested that if penicillin were newly introduced today and subjected to the kind of rigid trials now in vogue its undoubted efficacy might be disguised rather than revealed.
At any rate the lack of hard figures of comparative mortality and morbidity raises difficulties in selling the intensive care unit to hospital authorities in general terms. Even without such figures, however, it is surely necessary to concentrate the highly complex modern methods of modern treatment in the immediate vicinity of the gravely ill patient; at the least this is an economical administrative arrangement. At first sight it may appear to cost a great deal of money, but there is every logical reason to believe that in the long run it will prove cheaper as well as more effective than dissipating scarce resources throughout a large institution.
Two aspects of intensive care that have so far attracted little attention are the amount of suffering involved for patients, and the strain on staff. These may be even harder to measure than the contribution of such methods to the reduction of mortality and morbidity, but their importance is unquestionable.
One point the development of the intensive care unit certainly emphasizes is the incredible and continuing delay in new hospital building which is the most infuriating feature of British medicine. By decisions taken many years ago we now find ourselves committed to covering the country with a network of 1,000 to 1,200 bedded hospitals. In 1939 this would have represented a remarkable advance. It might even have been an advance in 1945, but in1967 it is already a hopeless anachronism. However, since these 1,000-bed hospitals exist almost without exception only on paper, no harm has yet been done.
Nobody in a position of authority likes to mention this obvious truth, because everyone hopes that a new district hospital will be built in his own particular district at some time in the measurable futuredespite the fact that the date has a remarkable tendency to recede indefinitely into the distance. Everyone feels tacitly committed to this size of hospital, but of course the previous speaker was absolutely right who declared that it no longer represents a feasible or economic method of practising modern medicine. A city with three 1,000-bedded hospitals will have its specialists scattered all over the place, and both patients and specialists will need to be in continual orbit from one special unit to another. It is ridiculous to think of cardiac surgery in one hospital, neurosurgery in another, and the artificial kidney in the third. They all clearly need to be on one campus.
The 1,000-bedded or even the 300or 400bedded hospital is perfectly reasonable in a provincial town, but the major conurbation simply must think in terms of the 2,000 to 5,000-bed hospital city, or hospital village, where all special skills are available in the same complex, and can share the same expensive central facilities. It is only in such circumstances that the essential 24hour service can be given in the specialtiesand can also be made available in acute general medicine and surgery without exploiting the peripheral consultant by expecting him to cope with emergencies 2 or 3 nights every week and then proceed to do an effective day's work.
The delay between planning and execution is a shocking feature of the hospital building programme and one that makes a serious contribution to medical emigration. It has, however, at least the unlooked-for virtue that it permits us to look at our planning again and to think in terms of a hospital of realistic size that can furnish all the special skills of modern medicine and surgery to the gravely ill.
There is one limitation of intensive care to which I would draw attention: it is important that it should not be abused in a crisis of illness in the patient already chronically crippled. This is a difficult decision, for example, in the chronic respiratory cripple. It may sometimes be possible to rescue such a patient from an acute exacerbation of chronic disablement, but the discomfort and stress of intensive procedures are such that at a certain stage it must certainly be kinder to spare the patient an ordeal that can but leave him at the best more severely incapacitated.
To turn to a more optimistic field, I support everything Mr Lewin said about head injury. Despite the enormous contemporary epidemic of severe head injuries, few indeed of the survivors ever need mental or other chronic hospital care, and fewer still stay there permanently.
The improved outlook in severe head injury depends on specialized care and particularly on specialized nursing, especially in the acute phase. Here if anywhere is the incontroveitible case for a major regional centre giving a 24-hour servicebut don't forget that this demands 4 teams each comprising neurosurgeon, neuroradiologist, and expert anesthetist, backed up by clinical biochemists, neurologists, psychiatrists, clinical electrophysiologists, rehabilitatorsand an appropriate junior staff. Unless the public wishes to pay the terrible price of continually heavier and faster traffic these needs must be met. Ninety-five per cent of these patients survive, 80 % go back to something like their own work. Even traumatic epilepsy has a tendency to clear up, and more than half our traumatic epileptics go back to work. The duration of unconsciousness is of great importance in assessing severity, but amongst our own patients severe permanent disablement is uncommon except where there has been compound fracture of the skull with massive destruction in the major cerebral hemisphere. It is chiefly amongst this group that we encounter the serious behaviour disorders, intractable epilepsy, persisting hemiplegia and aphasia. But, as Mr Lewin said, the outcome in the individual case is so unpredictable that the intensive care in which neurosurgical units are so expert must surely be made available to every head-injured patient. This is especially important because most such patients are healthy, fit people. Here we are dealing not with a degenerative disease or with a limited expectation of life, but with people who can be and very often are restored to fully effective activity: it is remarkable, for example, how often post-traumatic hemiplegia may be hardly detectable a few years after injury. I have not much to say about tetraplegia, except that a community that does not look after people who are gravely injured has no claim to be regarded as truly civilized. A society that is not prepared to extend itself for such purposes as organizing life for tetraplegics is not really a society which is worth living in. In the last resort this is of course a moral issue. Either we think it is worth while to spend a great deal of time and trouble over ill and disabled people, or not. If we did not think so we would have no right to practise as doctors. What we must also do is to persuade society to sustain an equally humane and civilized order of priorities.
DISCUSSION
Dr W R S Doll (Medical Research Council, London) said that he would be sorry to imply that anybody in the room could disagree with anything which Professor Miller had said, and he would not take up his point about the possible effect of the use of clinical trials on the development of penicillin. He would, however, like to take up, possibly a little more constructively, the point he made about the difficulty of testing by the sacred technique of clinical trials the new therapies introduced in the modern intensive therapy unit. There was, he thought, no need for a trial of a treatment which brought back life to a person who had stopped breathing and he appreciated that within the intensive treatment centre, of whatever sort it might be, it was impossible for the group itself to carry out clinical trials, usually because the small number of patients treated made this impossible, and because it was ethically and emotionally impossible for them to do so.
There was a technique, however, which could on occasions be used, and it was worth giving thought to it when one wished to develop a new centre for highly specialized treatment. This was a technique by which patients could be referred to that centre at random, by a referee group outside. This might be particularly suitable for the treatment of acute leukemia. If a physician wanted to send a patient to the centre, he would refer the case to the referee group who would then, at random, pass it to the specialist intensive centre or send it back to the physician and say 'No, you treat this patient and we will compare results of expert treatment outside the centre with the results obtained inside'. A technique of this type was worth consideration although it was not a solution to all the problems. Although the subject suggested for this paper is already wide, I propose to extend it, or at least to interpret it more broadly than is, perhaps, required. I shall consider not only problems associated with the birth of the malformed, but also the scope for reduction of the frequency of malformations either by preventing conception or by inducing abortion. At the same time I propose to limit my task to this extent, that I shall confine examination to the present position without considering the possible consequences of future trends.
Prevention ofConception ofMalformations
Prevention would undoubtedly be the most attractive solution to the problems arising from serious malformations, and for those not troubled by religious objections, control of reproduction in families already affected, or likely to be affected, might appear to be the most promising measure. Unfortunately its usefulness would be very limited. Little is known about the hereditary basis of malformations, but it is sufficient to show that those due to single genes or chromosomal translocations, when the risk of recurrence is high and reasonably predictable, are uncommon. The genetic background of the common malformations is obscure, but recurrence rates in later sibs of affected children have been estimated in substantial series. In most cases the rates are considerably increased, but they are not so high as to be prohibitive to some parents. For example they are 1 in 20 and 1 in 50 for malformations of the central nervous system and heart respectively, and their reduction or elimination by avoidance of later pregnancies would have little effect on the incidence of the common conditions. There are other circumstances in which the frequency of malformations is known to be increased: for example in first-born; at late maternal ages; and at certain times in the year. The risk associated with first births cannot be evaded; but if the frequency of malformation were the only consideration in determining age of reproduction, it could be reduced, although not dramatically, by completion of families before, say, age 35. Another possibility is avoidance of conception in seasons when the risk of malformation is increased. In Britain, for example, anencephalus is about 50 % more common in summer than in winter conceptions. It is possiblewith so
